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ABSTRACT 
 National and state projections in the health care workforce show that the coming decades will 
reveal an inadequate supply of physicians to meet the health care demands of a growing and changing 
populace. Obstetrician-gynecologists are one specialty subset of physicians that currently does and will 
continue to fall short of service demand in North Carolina. One part of a multi-pronged solution to the 
projected physician shortage is to allow certified nurse-midwives (CNMs) to practice to the full extent of 
their education and training without state-mandated physician supervision for licensure. These 
providers are specialty trained and professionally certified to offer a wide variety of health care services 
to women and their families, from pregnancy and labor to primary care and gynecology. In North 
Carolina, CNMs are categorized as a class of advanced practice registered nurses (APRNs) who, pursuant 
to the Midwifery Practice Act of 1983, must provide care under the supervision of a licensed physician 
actively practicing obstetric medicine (Midwifery Practice Act, 1983).  Lifting the physician supervision 
provision of the Midwifery Practice Act would enable CNMs to offer NC women greater access to high-
quality maternity care, as well as alleviate projected shortages of primary care physicians anticipated in 
North Carolina by 2020 (North Carolina Institute of Medicine [NCIOM], 2007). For maternity care in 
particular, CNMs could help address the fact that, as of 2014, 31 NC counties had no obstetrician-
gynecologist practicing in its borders, making access to high-quality women’s health and labor care 
difficult to obtain in some areas (American Congress of Obstetricians and Gynecologists [ACOG], 2014). 
A 2015 study by Duke University found that allowing all APRNs, including CNMs, to practice without 
physician supervision would help NC residents to achieve better access to health care, maintain or 
improve the quality of the care they receive, and reduce some avoidable health care costs (Conover & 
Richards, 2015). To date, the North Carolina affiliate of the American College of Nurse-Midwives 
(NCACNM) has been working to pass new legislation that would modernize the statutory language 
concerning CNMs in North Carolina so that physician supervision would no longer be required. The 
ii 
largest hurdles NCACNM currently faces are a need to educate lawmakers and the public on how 
removing physician supervision would impact consumers and health care costs, as well as creating 
pathways for better CNM integration into the health care system. Legislative efforts would also be 
improved if there was sufficient research documenting shifts in maternal-child outcomes in states that 
had physician supervision requirements for CNMs removed. CNMs will also need to address health care 
issues that spur controversy in the state, including abortion care and home birth. Overall, allowing more 
trained and licensed health care providers to provide high-quality care to NC residents would represent 
a significant public health benefit to the residents of North Carolina.  
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STATE OF MATERNITY CARE IN NORTH CAROLINA 
 National health care workforce trends that show increasing demand and decreasing supply for 
health care providers are evident in North Carolina. In particular, transitions in population demographics 
(e.g., increasing numbers of people, aging populations), implementation of the Patient Protection and 
Affordable Care Act (ACA) (allowing more people to access health care), and a low supply of physicians 
(insufficient numbers of physicians practicing obstetrics and gynecology) will contribute to an unmet 
need in North Carolina for high-quality, cost-effective maternity care providers (North Carolina Institute 
of Medicine [NCIOM], 2007). In fact, a report published by the NC Institute of Medicine in 2007 
suspected a pending shortage of maternity care providers by 2020 – only a few years away – and 
confirmed an already existing unequal distribution of those same practitioners. Specific to maternity 
care, in 2014 the American Congress of Obstetricians and Gynecologists (2014) reported there were 31 
counties in North Carolina with no obstetrician-gynecologists to serve the counties’ pregnant citizens. 
Not only that, there are multiple areas of the state where women and families must drive an hour or 
more to reach an obstetrician-gynecologist. Projections estimate that the number of female NC citizens 
will increase by 30% by 2030 – a rate greater than the national average of 17%. And to compound the 
present picture, medical schools will not be able to catch up in the preparation of sufficient numbers of 
graduates to meet this demand in obstetric care any time soon, particularly if residents choose specialty 
fields with less burdensome malpractice premiums (NCIOM, 2007).  In 2014 there were 7 obstetrics-
gynecology residency programs in North Carolina graduating only an estimated total of about 41 new 
physicians each year (American Congress of Obstetricians and Gynecologists [ACOG], 2014). The outlook 
across the nation is similar according to the Health Resources and Services Administration (2013), with a 
projected 8% increase in primary care physicians between 2010 and 2020, but a projected 14% increase 
in the demand for primary care services (Health Resources and Services Administration [HRSA], 2013). 
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Medical schools will not be able to meet the growing demand for primary care or obstetrician-
gynecologist services in North Carolina, as well as many areas around the nation.  
 It is paramount that North Carolina work on multiple strategies to address maternity care 
provider shortages immediately because maternal-child health outcomes in the state are already among 
the worst in the nation. In 2013, the average infant mortality rate in North Carolina was 7.0 per 1000 live 
births, compared to the national average of 5.96 deaths per 1000 live births in the same time period (NC 
Department of Health and Human Services, 2014; Centers for Disease Control and Prevention [CDC], 
2015a). In the period from 2011 to 2013, North Carolina ranked 41st out of 50 states and the District of 
Columbia in terms of average infant mortality rate as documented by Matthews and reported on the 
Kaiser Family Foundation website (Matthews, 2015). The North Carolina Department of Health and 
Human Services states that key parts of the state’s strategy to address infant mortality rates are 
improving the preconception health of women, increasing access and use of prenatal care, and 
educating health care providers and women about the link between their own health and that of their 
fetuses and newborns (NC Health and Human Services, 2014; NC Department of Health and Human 
Services, 2010). Adequate numbers of women’s health and maternity care providers are essential for 
North Carolina to reach those goals. In 2015, the March of Dimes gave North Carolina a grade of C on its 
annual Premature Birth Report Card due to its 9.7% premature birth rate compared to the 2014 March 
of Dimes 2020 goal of 8.1% (March of Dimes, 2015). This is a ranking of 30th among all states and the 
District of Columbia. Maternal mortality rates in North Carolina are also poor; however, this metric is 
more difficult to calculate and compare among states due to different information captured on state 
death certificates. In fact, the CDC has not released maternal mortality rates since 2011. In that year, the 
national average was 17.8 maternal deaths per 100,000 live births and in North Carolina that rate was 
50 maternal deaths per 100,000 live births (CDC, 2015b; North Carolina Center for Health Statistics 
[NCCHS], 2013). Additionally, according to the North Carolina Office of Rural Health and Community 
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Care, in 2014 there were only 36 counties out of North Carolina’s 100 counties without a health 
professional shortage area within its borders (NC Office of Rural Health and Community Care, 2014). The 
current status of maternal-infant health in North Carolina needs improvement, and one aspect where 
improvement can be made is by increasing the numbers of health care professionals across all counties 
in the state, particularly those that provide primary and maternity care.  
Proposed Solution for North Carolina  
In North Carolina, one part of a solution to meet the projected growing demand for primary care 
and maternity care service providers is to make it easier for certified nurse-midwives (CNMs) to practice 
in North Carolina to the full extent of their education and training. Midwives in North Carolina are 
regulated based on the Midwifery Practice Act of 1983 that states:  
A person approved pursuant to this Article may practice midwifery in a hospital or non-hospital 
setting and shall practice under the supervision of a physician licensed to practice medicine who 
is actively engaged in the practice of obstetrics. A registered nurse approved pursuant to this 
Article is authorized to write prescriptions for drugs in accordance with the same conditions 
applicable to a nurse practitioner under G.S. 90-18.2(b) (Midwifery Practice Act, 1983, p. 2).  
 
The physician supervision clause of this law places an undue burden on midwives, physicians, and 
patients, while there would be numerous benefits to removing the mandated physician supervision.  
THE ROLE OF MIDWIVES 
 Midwives are health care professionals that have received a specific type of education related to 
women’s health care (including childbirth), are licensed to practice midwifery legally in the geopolitical 
area where they provide care to patients, and required to meet national and international health care 
competency standards in the field of midwifery (International Confederation of Midwives [ICM], 2011). 
In the United States there are three main types of licensed midwives: certified nurse-midwives (CNMs), 
certified midwives (CMs), and certified professional midwives (CPMs). The three types of US midwives 
are differentiated based on education levels prior to midwifery training, post-midwifery training degree 
attainment, certification processes, where they are licensed to practice, and their scope of practice 
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(American College of Nurse-Midwives [ACNM], 2011) (Table 1). The American College of Nurse-Midwives 
is the official professional society representing CNMs and CMs, and it works to set standards of 
excellence related to midwifery education and practice in the United States. CNMs are required to have 
a bachelor’s degree (most likely a nursing degree) before entering a midwifery education program, 
where they earn a graduate degree. In fact, in order to be certified as a CNM after graduation, these 
health care providers must have an active registered nurse (RN) degree. CNM certification standards are 
set by the American Midwifery Certification Board (AMCB). Furthermore, CNMs are required to 
complete a specific amount of continuing education and go through a recertification process every 5 
years in order to maintain their certification and ability to practice. It is important to understand the 
specifics of the CNM education, certification, and licensure pathway because it directly affects how 
midwives are regulated in North Carolina. 
Table 1. US Midwife Professional Designations: CNM vs CPM vs CM 
  Certified Nurse-Midwife Certified Professional Midwife Certified Midwife 
Minimum Education 
Requirements to Enter 
Midwifery Education 
Program 
Bachelor’s degree; some 
programs require an RN 
license Bachelor’s degree 
Two education 
pathways: 1) Portfolio 
Evaluation Process: 
apprenticeship – req 
high school diploma; 
2) Formal Education: 
req high school 
diploma 
Minimum Degree 
Requirement for 
Certification after 
Completing Midwifery 
Education Program Graduate degree  
High school diploma or 
equivalent 
Certification 
Qualifications 
Grad from ACNM 
accredited program 
verified by program 
director; active RN license 
Grad from ACNM accredited 
program verified by program 
director 
Multiple education 
pathways; completion 
of state licensure 
program 
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Legal Status 
Licensed in all 50 states 
plus the District of 
Columbia and US 
territories 
Licensed in New Jersey, New York, 
and Rhode Island. Authorized by 
permit to practice in Delaware. 
Practice privileges implied in 
Missouri.  
Regulated in 28 states 
(variously by licensure, 
certification, 
registration, voluntary 
licensure, or permit) 
Scope of Practice 
Women’s health from adolescence through menopause; 
pregnancy, birth, and postpartum care; well newborn care; 
gynecologic care including annual exams and management of 
sexually transmitted infections; and primary care.  
Care of women during 
pregnancy, birth and 
postpartum; care of 
well newborn 
Source: ACNM, 2011b. 
Midwives in North Carolina 
 In North Carolina, CNMs are the only type of midwife that are legally licensed to practice in the 
state, and they are regulated as Advanced Practice Registered Nurses (APRNs) because of their RN 
degrees (ACNM, 2011b; Midwives Alliance of North America [MANA], 2015). AMCB administers a 
certification examination that NC midwives must successfully pass in order to be licensed to practice in 
the state as regulated by the North Carolina Midwifery Joint Committee (NCBON, 2015). Though CNMs 
are the only midwives licensed to practice in North Carolina currently, there are other types of midwives 
in the state (e.g., CPMs) that are also actively lobbying the legislature for legal practice privileges in 
North Carolina. It is imperative that policy makers, lobbyists, and the public understand the key 
education and certification similarities and differences between these types of midwives and how 
removing barriers to CNM practice may have different implications than removing barriers to other 
types of midwifery practice in the state.  
 The scope of practice of CNMs, as dictated by their education, training, and experience, and as 
set forth by ACNM, is broad (ACNM, 2011b). By definition of the CNM credential, these midwives are 
educated and trained to provide many types of health care to women from adolescence through 
menopause, as well as newborn care through day 28 of life, and intimate partner treatment for sexually 
transmitted infections. CNMs can provide women with services related to primary care, gynecologic 
care, preconception care, pregnancy care, labor and birth care, and postpartum care. CNMs are 
educated and certified to diagnose and treat patients based on physical examinations, the interpretation 
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of laboratory tests, and prescribing medications. They practice and are employed in diverse health care 
settings such as hospitals, birth centers, private offices, homes, and various other health care settings. 
The midwifery philosophy of birth focuses on supporting normal, physiologic birth with minimal use of 
medical interventions and an emphasis on patient-centered care where women and their families are 
involved in informed medical decision making (ACNM, 2004).   
North Carolina Midwifery Practice Act of 1983  
 The Midwifery Practice Act of 1983 established the required physician supervision of CNMs in 
North Carolina. It is essential to understand the details of this law in order to determine what must be 
changed to allow CNMs greater freedom to practice in North Carolina. More than 50 years of midwifery 
regulation in North Carolina preceded this law (Appalachian State University [ASU], 2015), including the 
1928 Model County Midwife Regulations that required lay midwives to undergo a certain amount of 
continuing education in specific topics each year and established education and practice standards. In 
1983, CNMs, specifically, were authorized to practice legally. This law only affects CNMs and does not 
apply to any other type of trained or lay midwife. Under this law, CNMs must establish a relationship 
with an actively practicing obstetrician-gynecologist and must provide evidence of this relationship at 
the time of application to practice in North Carolina in the form of a physician supervisory agreement. 
This supervisory agreement details the “nature and extent of the supervision and a delineation of the 
procedures to be adopted and followed by the CNM and the supervising physician, including clinical 
practice guidelines for the delivery of health care services, ongoing communication, and periodic and 
joint evaluation of services rendered” (NC General Assembly, 2014, p. 6).  
 The true CNM scope of practice mentioned above is constrained by regulations in North Carolina 
that place certain boundaries on CNM clinical practice, limiting how CNMs can provide care while 
maintaining their licensure. The Institute of Medicine’s 2010 Future of Nursing report specifically points 
to political decisions and agendas at the state level as constraining forces on APRN practice expansion to 
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meet growing health care demands – as opposed to how these practitioners are trained and educated to 
practice (Institute of Medicine [IOM], 2010). CNMs in North Carolina are licensed and practice as a 
subset of APRNs that are broadly overseen by, but not regulated by, the NC Board of Nursing. The NC 
Board of Nursing administers the licensure of CNMs by ensuring that individuals applying to practice as a 
CNM in North Carolina are certified by AMCB, registered properly in North Carolina, and have completed 
the proper application processes (both the initial application and annual renewals). Pursuant to the 
Midwifery Practice Act, the NC Board of Nursing plays a part in enforcing the physician supervision 
clause of the Act by requiring and recording collaborating physician information during the registration 
to practice process. During the registration process, the applying CNM is asked to provide a 
collaborating physician’s name, license number, practice name and contact information, and disclosure 
of any malpractice lawsuits brought against the collaborating physician. Physicians can be added and 
removed through the NC Board of Nursing Web site as needed 
(http://www.ncbon.com/dcp/i/licensurelisting-advanced-practice-registered-nurse-certified-nurse-
midwife). CNM practice in North Carolina is actually regulated by the Midwifery Joint Committee, so 
called because it is a joint committee of the NC Board of Medicine and Board of Nursing. Through the 
application infrastructure administered by the NC Board of Nursing, the members of the Midwifery Joint 
Committee are the actual body that approves or dismisses CNM applications to practice. The Joint 
Committee consists of CNMs, nurses, and obstetricians that are responsible for setting the standards of 
the CNM application and registration process, as well as delineating how physician supervision will be 
achieved.  
MIDWIFERY PRACTICE ENVIRONMENT 
North Carolina versus Other States 
 Midwifery practice regulations vary widely by state across the nation. CNMs are legally able to 
practice in all 50 states and the District of Columbia, as opposed to CPMs who are only regulated to 
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practice in 28 states and CMs who are only able to practice currently in 5 states. Across the nation, 
CNMs are allowed to practice independently (without a supervisory or collaborative agreement) in 24 
states (NC General Assembly, 2014). The remaining 26 states require some type of agreement between 
the CNM and a physician, as North Carolina does. There are also states that have faced the same health 
care workforce shortage projections as North Carolina who have chosen to loosen state restrictions on 
APRN practice (CNMs fall under the APRN umbrella in most states) (Conover & Richards, 2015); these 
include Arizona, New Mexico, Montana, and Utah. In terms of prescriptive authority (the ability to write 
their own drug prescriptions for patients), CNMs and nurse practitioners (NPs) in North Carolina are 
bound by the same regulations: the prescriptions must be issued under the name of the supervising 
physician and the midwife or nurse (Osborne, 2015). As of 2014, North Carolina was one of 7 states that 
required physician supervision (including supervision over prescriptive authority) by law. Of the other 
states, 6 require no collaboration, referral, or written collaborative or supervisory agreement; 15 have a 
regulatory requirement to collaborate, consult, or refer with another physician though no written 
agreement is required; and 22 require a written collaborative agreement with a physician (Osborne, 
2015). The collaborative agreement is usually a document that is meant to be a short-term agreement 
between a physician (as defined by each state’s licensure requirements) actively practicing maternity 
care and a midwife new to clinical practice until the midwife has a certain number of clinical hours 
logged. It is also supposed to facilitate the safe and efficient referral and transfer of patients to the care 
of that physician in the case that circumstances arise that are outside the scope of the midwife’s 
practice or an emergent situation.  
 The supervisory agreement in North Carolina must be between a CNM and a physician “actively 
engaged in the practice of obstetrics” according to law (Midwifery Practice Act, 1982, p. 2). The idea of 
physician supervision itself is a misnomer. It implies that a physician and CNM will work together in close 
physical or geographical proximity and that the physician provides some level of guidance to the CNM 
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on an ongoing basis about their practice or treatment of patients. However, this is not necessarily the 
case. The physician and CNM establish and mutually sign off on agreed-upon clinical practice guidelines 
to govern practice, outline individual and shared responsibilities in the provision of care, describe when 
communication between the CNM and physician should take place and how that will occur, establish the 
frequency and processes for joint evaluation of services provided, and determine how frequently they 
will revisit and update their agreement (Midwifery Joint Committee). Whatever is outlined in the 
physician supervisory agreement must satisfy the Midwifery Joint Committee during the CNM’s 
application to practice in North Carolina; however, on a daily basis it may or may not impact what the 
CNM does in the course of providing care to her/his patients.  
Organizational Stances on Midwifery Independent Practice  
 ACNM has taken steps on its own to educate midwives, physicians, and the public at a national 
level about the unnecessary stipulation that CNMs should practice under the legally mandated 
supervision of a physician. In December 2011, the ACNM Board of Directors reviewed and reapproved 
an ACNM position statement originally published in 2006 affirming that CNMs and CMs provide 
excellent care to women when practicing independently within their scope of practice while maintaining 
open, collaborative, and communicative relationships with physicians so that referral and transfer can 
happen quickly and safely when required (ACNM, 2011a). The position statement states that signed 
collaborative or supervisory agreements are ineffective as they do not guarantee a physician is available 
when a need arises, and they have not been shown to actually improve patient care (ACNM, 2011a). 
ACNM does declare that collaboration between midwives and physicians is integral to providing safe, 
effective health care, but that a mandated, legal document signed between providers should not be a 
condition of licensure. Obstetrician-gynecologists have historically been the most outspoken about the 
need for midwives to practice closely with physicians when providing labor and birth care, but in 2011, 
ACOG and ACNM jointly produced a statement endorsed by both organizations stating that, “Ob-gyns 
11 
and CNMs/CMs are experts in their respective fields of practice and are educated, trained, and licensed, 
independent providers who may collaborate with each other based on the needs of their patients” 
(American College of Obstetricians and Gynecologists and American College of Nurse-Midwives 
[ACOG/ACNM], 2011, p. 1). The document confirms the dedication of each organization to building a 
collaborative work environment for obstetrician-gynecologists and CNMs, utilizing evidence-based care 
in practice, and promoting and ensuring the highest levels of education and certification for their 
members prior to licensure. The Society for Maternal-Fetal Medicine (SMFM) affirms the place of CNMs 
in providing health care services to women and newborns. SMFM clearly states, “Midwifery practice as 
conducted by CNMs and CMs is the independent management of women's health care, focusing 
particularly on common primary care issues, family planning and gynecologic needs of women, 
pregnancy, childbirth, the postpartum period, and care of the newborn” (SMFM, 2014, p. 3). The use of 
the term “independent management” to describe midwifery practice is further confirmation that these 
health care professionals do not need to be legally supervised by a physician to care for patients; 
instead, collaboration, consultation, and referral should occur in an open system between physicians, 
CNMs, and other maternity care specialists to ensure the safe care of all patients.  Other health care 
professional societies remain quiet on the topic of physician supervision of CNMs because they do not 
agree philosophically with parts of the midwifery model of care, including the provision of abortion 
services and the CNM dedication to the rights of women to make an informed decision to labor and give 
birth at home.  
Physician Supervision Requirement 
 In theory, one can understand how, in the abstract, it makes sense to have physicians supervise 
the work of nurses and midwives. Physicians do have more lengthy and involved education and clinical 
training through graduate medical education and residency programs than nurses or midwives. In the 
United States, we place a high cultural premium on the education of the physician, as evidenced by the 
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tuition that medical school students pay for their education. For the 2014 to 2015 academic year, the 
average annual cost for medical school tuition (not including room and board or fees) in the United 
States ranged from $47,502 (private school) to $28,365 (public school, in state rates) (Association of 
American Medical Colleges [AAMC], 2015). From an anthropological perspective, a significant amount of 
authority is placed with physicians, and they are often viewed as all-knowing and infallible (IOM, 2010). 
This authority of physicians and its impact on the US health care system has been recognized by 
sociologists for the past half century. For example, medical sociologist Eliot Freidson wrote in the 1970s 
about the cultural domination of health care by a single profession – physicians –  which is reinforced 
through cultural forces such as entertainment and advertising (Freidson, 1970).  In fact, the IOM’s 2010 
Future of Nursing report found this misperception by the public as one of the key obstacles in the way of 
reforming APRN practice.  However, despite the seeming validity of this abstraction, no class of 
physician or health care provider can hold all necessary knowledge of medicine and health care delivery 
needed to practice today. All educated, trained, and licensed medical care providers should contribute 
according to their education and training to the health care delivery system in the US. A cultural shift 
may require greater acceptance of non-physician providers (NPPs) while reestablishing physician care as 
the standard for specialty, highly technical, or emergent care.  
 The physician supervision mandate is built upon the assumption that CNMs need a physician’s 
supervision to provide safe and effective care. According to the American Academy of Family Physicians 
(AAFP, 2013), physician supervision is founded on the idea that the physician takes ultimate 
responsibility of the care of the patient, when required by law, and that, in these cases, “physician 
supervision means that the NPP [non-physician provider] only performs medical acts and procedures 
that have been specifically authorized by the supervising physician” (AAFP, 2013). This definition of 
supervision implies that the physician is overseeing all patients’ care, and that CNMs or other NPPs are 
executing the physician’s directives. That is not the case in the practice of most CNMs in North Carolina.  
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CNMs are educated, trained, and certified to independently provide a certain level of care that is in line 
with the CNM scope of practice as outlined by CNM governing bodies (ACNM, AMCB) and acknowledged 
at the state level. Through the course of seeing patients, if CNMs encounter medical situations outside 
their scope of practice, they will refer the patient to the appropriate health care provider, just as 
primary care physicians will do when their patients need a specialist. CNMs understand the limitations 
of their own education and training, and have no desire to practice outside their scope as it would cause 
them to lose their licensure and practice, and potentially incur malpractice litigation against them – not 
to mention potentially cause harm to patients. Therefore, why must midwives have someone of another 
profession oversee the work that they are trained and licensed to perform? That is not to say midwives 
and physicians need never interact; quite the opposite actually. There is an increasing focus between 
ACNM and ACOG to facilitate, starting at the organization level, interprofessional collaboration among 
physicians and midwives (ACOG/ACNM, 2011). This collaboration extends to education, patient care, 
and research (Danhausen et al, 2015; Radoff, 2015; Kaplan et al, 2015; Shaw-Battista et al, 2015; 
Appleton & Nacht, 2015). When medical and nurse-midwife students take courses together, they better 
understand each other’s scopes of practice; in particular, medical students better understand what 
midwives can contribute to caring for patients in an evidence-based practice model which facilitates 
better communication, acceptance, and respect between the different professionals (Danhausen et al, 
2015; Radoff, 2015; Kaplan et al, 2015; Shaw-Battista et al, 2015; Appleton & Nacht, 2015). There is also 
a lack of information provided to the public to educate them on the titles and roles of APRNs, such as 
CNMs, and the types of care they provide. This means that patients often opt for physician care because 
they understand the education of a physician, and they are comfortable with and place value on that 
title (IOM, 2010).  
IMPACT OF PHYSICIAN SUPERVISION 
14 
 Though there are obvious ways the physician supervision clause is detrimental to midwives, it is 
often overlooked how this provision of the Midwifery Practice Act may be detrimental to physicians. 
Forming a supervisory agreement with one or multiple CNMs increases the physician’s overall legal 
liability as well as their malpractice insurance costs (Booth, 2007; Walker, Lannen, Rossie, 2014). The 
ACNM position statement “Collaborative Agreement between Physicians and Certified Nurse-Midwives 
and Certified Midwives” points out that liability and insurance companies have pointed to signed 
agreements between physicians and midwives as justification for increasing premiums for physicians 
(ACNM, 2011a). This places a burden on physicians willing to work with midwives, while also creating a 
disincentive for physicians to sign these documents at all.  
 The patients of midwives can also suffer from the physician supervision mandate because of the 
precarious state it keeps midwifery practices in. Midwifery practices in North Carolina are subject to 
immediate closure if the supervising physician revokes their written agreement for any reason: moving 
to a different part of the state, retirement, unexpected death, or a decision to not supervise midwives 
any longer for any personal reasons. When this happens, women are forced to find another provider if 
their CNM cannot find another supervising physician immediately. This reality, coupled with the fact 
that there are more than 30 NC counties without a practicing obstetrician-gynecologist, means that it 
can be extremely difficult for CNMs to open practices in rural counties that are already underserved. 
This decreases access to care for women in these areas.  
Benefits of Removing the Physician Supervision Requirement in North Carolina 
 Ultimately, the goal of removing the physician supervision requirement for CNMs to practice in 
North Carolina would be to increase the number of maternity care providers in the state that offer safe, 
accessible, cost-effective care to women and their families. For CNMs already living and practicing in 
North Carolina, removing physician supervision would make it easier for them to start their own practice 
or expand their practice to underserved areas of the state where no obstetrician-gynecologist may 
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practice. According to the Cecil G. Sheps Center for Health Services Research at the University of Chapel 
Hill, in 2012 there were 258 licensed CNMs in North Carolina. In the same year there were 891 practicing 
obstetricians-gynecologists. Additionally, the removal of physician supervision will make North Carolina 
a more attractive destination for recent CNM graduates, thus increasing the number of CNMs who 
choose to establish their practice and their own families in North Carolina. A study by Adams, Ekelund 
and Jackson (2003) theorizes, based on an economic framework, that increased regulations placed on 
CNMs in a particular state will result in fewer CNM services consumed in that state. Another study found 
similar results from studying the supply of nurse practitioners, physician assistants, and CNMs compared 
to the practice environments by state for those health care providers (Sekcenski, et al, 1994). The 
authors found that in areas of the country with reported shortages of “generalist physicians,” the supply 
of nurse practitioners, physician assistants, and CNMs correlated to how restrictive state regulations on 
these providers were. The authors rightly point out that physician supervision is not the only factor that 
influences the practice environment for NPPs (e.g., hospital admitting privileges, prescriptive authority, 
Medicaid and other insurance recognition and reimbursement, malpractice insurance obtainment); 
however, it is an extremely important legal step that can facilitate progress on addressing the other 
factors.  
 If the gap in maternity care provider supply and demand can be partially bridged by making 
CNM practice easier to establish and access in North Carolina, it could also result in less costly women’s 
health and maternity care. Educating and training CNMs costs considerably less than providing the same 
for obstetrician-gynecologists, both in terms of financial resources and time investment. This is a factor 
in the subsequent salary averages for CNMs versus obstetrician-gynecologists: in May 2013, the average 
annual salary of a US CNM was $85,460 compared to the average annual of salary of an obstetrician-
gynecologist of $213,250 (Bureau of Labor Statistics, 2014). Not to be underestimated in the reality 
behind the cost-effectiveness of CNM care is the midwifery model of care itself. The midwifery 
16 
philosophy consists of supporting normal, physiologic birth with minimal use of medical interventions, 
including labor induction and augmentation, medically-assisted birth, and epidural analgesia (ACNM, 
2004). The midwifery model of care and emphasis on birth as a physiological process instead of a 
pathological state results in a lower cesarean rate among CNMs. ACNM’s exploration of cesarean rates 
by provider in the US found that the cesarean rate of CNMs is approximately 10%, compared to the US 
national average of around 30% (Newhouse, et al, 2011; Hamilton, et al, 2010; ACNM, 2012).  Cesareans 
are major abdominal surgeries that require increased drug use, more specialized care, and longer 
hospital stays. In a 2013 report, Truven Health Analytics found that for women with employer-provided 
commercial health insurance the average total costs of care for vaginal versus cesarean birth was 
$32,093 and $51,125, respectively (Truven Health Analytics, 2013). Commercial health insurance 
companies and Medicaid end up paying a substantial amount of these costs. If CNMs were able to 
contribute to a reduction of cesarean births in North Carolina, health care costs overall could be reduced 
dramatically, including significant costs to the NC Medicaid system, which in 2010 funded approximately 
50% of all births in North Carolina (Markus, et al, 2013). This would be a major benefit to the financial 
situation of the state of North Carolina as well as improve access to care for its citizens.  
 Other benefits of removing physician supervision include 1) increased access in underserved 
areas, giving rural areas in particular better access to care; 2) the economic benefit to the state of North 
Carolina by the addition of more CNM jobs and decreased labor and birth costs; and 3) allowing women 
more options when choosing the care they receive during pregnancy and birth.. Many of the counties in 
North Carolina without an obstetrician-gynecologist overlap with the counties without a practicing CNM. 
Many of these counties are also designated as Health Professional Shortage Areas by the Health 
Resources and Services Administration. If CNMs were able to practice independently, it is hypothesized 
that more would be willing to open their own practices in rural areas to provide care to women and 
their families in the areas that most need it.   
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 Not only could increased access to midwifery care reduce health care costs in NC, but it could 
also benefit the state in other economic ways. For example, the 2015 report from Duke University, 
Economic Benefits of Less Restrictive Regulation of Advanced Practice Registered Nurses in North 
Carolina: An Analysis of Local and Statewide Effects on Business Activity, found that by 2020 lifting 
physician supervision of CNM practice would offset the projected shortage of obstetrician-gynecologists 
by 17% which would result in direct economic impacts to the state of North Carolina through an increase 
in “output, jobs, wages and benefits and taxes that are produced from patient care activities provided 
by APRNs” (Conover & Richards, 2015, p. iv). Indirect economic benefits would also be reaped by other 
industries impacted by the practice of APRNs. The revenue earned by APRNs now, and the potential 
increase in APRNs in a future with less practice restrictions, contribute to local and state taxes. The Duke 
study found that NC state tax revenue could increase by more than $20 million if APRNs were able to 
practice to the full extent of their education and training. These numbers are not insignificant and 
should factor into policy makers’ understanding of how lifting physician supervision of APRNs generally, 
and CNMs specifically, could contribute to local and state public funds.  
National Birth Trends 
 There is growing momentum across the nation for women to gain back a stronger sense of 
control and self-determination when it comes to their birth experience, as well an increased desire for 
birth with less medical interventions and lower rates of cesarean. Women in the US are increasingly 
exploring more options, such as using birth centers or giving birth at home or opting for hospital 
practices with a midwifery team. In fact, out-of-hospital births are on the rise. According to data from 
the CDC, out-of-hospital births (including birth center and home births) have been increasing since 2004; 
in 2012, out-of-hospital births were the highest since 1975 at 1.36% of all US births (MacDorman, 
Mathews & Declercq, 2014). The percentage of out-of-hospital births increased from 1.26% of US births 
in 2011 to 1.36% in 2012, continuing an increase that began in 2004. Midwives are the key health care 
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providers for birth center and home births. Another key metric pointing to the demand for midwifery 
care is the increase in the number of birth centers in the United States. According to the American 
Association of Birth Centers (AABC), the number of birth centers has increased by 66% since 2010 – from 
195 in 2010 to 295 in 2015 (AABC, 2010; CDC, 2015). This growth is driven by demand from women and 
families for safe, effective birth care at a lower cost and with less interventions – all facilitated by 
midwives with adequate hospital transfer protocols in the case of emergency.   
UPDATING NORTH CAROLINA’S MIDWIFERY PRACTICE ACT 
 If the Midwifery Practice Act were to be updated, midwifery practice in North Carolina would 
not change that much in actuality. CNMs would still apply for and receive licensure through the 
Midwifery Joint Committee, which would still include nurses, physicians, and midwives. The Joint 
Committee allows physicians to continue to be involved in how midwives are licensed to practice in 
North Carolina since the committee is an administrative body that approves or declines individual CNM 
licensure in the state Most CNMs would continue to work in co-management hospital practices where 
they would continue to collaborate with physicians on a daily basis. The state could choose to change its 
model to require a collaborative agreement between CNMs and physicians, instead of a supervisory 
agreement, or it could choose to fully remove practice restrictions on CNMs. The latter would allow 
CNMs to serve patients within their full scope of practice and refer out to physicians as needed in the 
same way primary care physicians refer patients to an oncologist or otolaryngologist when patient 
status requires care outside their area of knowledge.  
 In North Carolina, the NC affiliate of ACNM (NCACNM) has led the way on advocating for a new 
midwifery law to regulate CNM practice in the state. They have invested financial resources, human 
resources, and countless people hours into educating policy makers, health care professional colleagues, 
and the public on the services CNMs provide, what the midwifery model of care looks like, and why 
physician supervision is unnecessary. The topic of lifting physician supervision from CNM practice 
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remains controversial in the state, however. This is due to several factors, including that fact that some 
midwives want to provide induced abortion care and home birth care.  Moving the legislative process 
forward in a manner that may result in the passage of new midwifery legislation will require an adaptive 
leadership model, like that proposed by Ronald Heifetz (Heifetz, 1998), that focuses on education, 
collaboration, compromise, and innovation.  
 Education is the key consideration because many policy makers and NC residents cannot 
distinguish between the various types of midwives, do not understand their education attainment, or 
the ways in which midwifery care may be the same as or differ from physician care. Another facet of the 
education aspect of providing evidence to support lifting the physician supervision requirement on CNM 
practice is obtaining evidence that this legal act actually does impact care by decreasing health care 
provider shortages, improving health outcomes, and decreasing health care costs associated with labor 
and birth. Midwives in general, and ACNM specifically, must lead the way on proposing and funding 
prospective research studies that document maternal-child health outcomes in states with physician 
supervision, before and after supervision is lifted. Currently, no such definitive data exists that clearly 
shows whether the model being proposed works.  
 During the legislative process in North Carolina, one topic that has been particularly 
controversial between physicians and CNMs is the practice of home birth. NCACNM has focused a lot of 
their education efforts on this issue, as it has often derailed fruitful policy making discussions on the 
topic of lifting physician supervision of CNMs. Many obstetrician-gynecologists have felt unable to 
support independent practice of CNMs because they worry that home births in North Carolina may 
increase as a result and the institutionally supported position by ACOG is that home birth is not a safe 
option for women and newborns (ACOG/ACNM, 2011). However, home births attended by CNMs are 
already legal in North Carolina. When CNMs attend a home birth, physicians are available for consult, 
advice, and transfer, and that would not change if physician supervision was not required. ACNM will 
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produce national-level best practices related to home birth that state affiliates can look to for guidance 
and support on this issue in 2016s (ACNM, 2015). Currently, there is a wealth of articles in the scholarly 
literature that state that home birth is safe when certain conditions are met. These conditions include: a 
mother with a low-risk pregnancy; having an attendant who is trained and licensed by a regulatory 
agency; and a health care system that supports timely transfer from home to hospital for emergencies 
(Cox, et al, 2013). In the US and NC, CNMs are trained and licensed professionals that are well suited to 
attend home births and help optimize health outcomes. In fact, ACOG and AAP both insist that if home 
births are to occur, they should be attended by midwives certified by the American Midwifery 
Certification Board – CNMs or CMs – yet some studies have found that most home births are attended 
by midwives that are not AMCB-certified (Grunebaum, et al, 2014). In fact, such is the case in NC: only 
26% of intended home births in North Carolina in 2013 were attended by CNMs (State Center for Health 
Statistics, 2014). Lifting physician supervision requirements will make it easier for CNMs, the preferred 
home birth care provider of ACOG and AAP, to attend home births and make home birth safer. In the 
end, either CNMs or physicians will need to compromise on this issue, which will require both groups to 
reach a position with their members on how their values might need to change or what types of 
safeguards can be put into place to ensure that the beliefs and values of both groups are acknowledged 
and respected.  
CALL TO ACTION IN NORTH CAROLINA 
 CNMs will need to continue to work with physician colleagues in the wider North Carolina 
community to foster collaboration that will be necessary to create a maternity practice environment 
throughout the state that supports safe, effective care for women and their families.  The legislative 
process may increase tensions and hostilities between some members of these groups as they each 
advocate for their respective beliefs concerning maternity care in North Carolina. However, to provide 
the best care to patients, leaders from both professions must work together to decrease the levels of 
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frustration and vitriol and bring all maternity care providers together and refocus on the ultimate goal of 
creating the safest health care environment for mothers and newborns in the state of North Carolina. 
An adaptive leadership model will be required by CNM as well as physician leaders in this situation 
because coming to a resolution and developing a plan for moving forward in a way that best improves 
maternity care across the state will require a change to preconceived values and beliefs about the role 
of CNMs in the maternity care system in North Carolina.  
 One way to do this will be to shift the conversation to how to better integrate CNMs and other 
NPPs into maternity care teams in hospitals where, currently, the majority of care is provided by 
physicians, as opposed to birth centers or home births that are mostly attended by midwives. Whether 
or not CNMs in North Carolina are successful in achieving truly independent practice, midwives must 
help their practices and colleagues to innovate in the way that health care is delivered and made 
accessible to patients. One of the recommendations of the 2007 NCIOM report was to explore and 
embrace new models of care, including those for providing women’s health and birth care, that are 
optimized for efficiency so that we are making the most of the health care workers available throughout 
the state. If CNMs, as well as other types of APRNs, can be seamlessly integrated into maternity care 
teams in hospitals and communities throughout the state, physicians will be able to focus their efforts 
on high-risk pregnancies and births where their skills are the most needed. In such a collaborative model 
of care, each individual on the health care team could practice according to their unique skills and 
training. More frequently, models are being explored (particularly at teaching hospitals), that form 
interdisciplinary teams of physicians, nurses, midwives, and others who work together in a co-
management model of care (Radoff, et al, 2015; Kaplan, Shaw-Battista & Stotland, 2015; Shaw-Battista, 
et al, 2015; Appleton & Nacht, 2015). This fosters better communication, consultation, and collaboration 
because the power hierarchy that frequently exists in hospital obstetric environments is minimized in 
the model. Physicians and midwives are also getting more involved in each other’s education, including 
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having midwives work with obstetric residents and physician-midwife team simulation courses that 
focus on medical management of emergent situations as well as cross-disciplinary communication 
(Radoff, et al, 2015; Kaplan, Shaw-Battista & Stotland, 2015; Shaw-Battista, et al, 2015; Appleton & 
Nacht, 2015).  
 The skills and abilities of APRNs in North Carolina offer an untapped opportunity for the state to 
better meet the health care needs of its residents in the coming decades. A part of utilizing these health 
care workers is removing the physician supervision mandate on APRNs so that they can practice to the 
full extent of their education and training. The most important considerations in being able to optimize 
the practice of APRNs, particularly CNMs to improve access to maternity care throughout the state, is 
understanding the need for educating the public and ensuring continued collaboration with physician 
colleagues. Ultimately, what we are asking of our citizens and policy makers is a paradigmatic shift in 
how we conceptualize health care in our state. Scientific literature, research, organizational position 
statements, and other types of technical knowledge are not enough. In order for residents to challenge 
their own ideas of health care and be open to new models of care requires adaptive leadership that is 
forward-focused and accepting of changing landscapes. CNMs and physicians must establish themselves 
as equal partners in addressing the changing health care landscape in North Carolina so that the mission 
of improving health outcomes for all NC residents is achieved jointly and progressively.  
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